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Abstract
The purpose of this research is to investigate how clients’ perception of their therapist’s way of
being impacts client engagement during the therapeutic process. By utilizing a common factors
perspective, which emphasizes the importance of a strong therapeutic alliance between clients
and therapists, the researcher aims to provide empirical evidence supporting the Therapeutic
Pyramid Meta-Model. The Meta-Model, which was created by Fife and colleagues (2014), lays
the foundation of effective psychotherapy as a therapist’s way-of-being. The meta-model is
concurrent with the common factors literature which accounts for almost 30 percent of
therapeutic change to therapist-relationship factors. A phenomenological framework, in
conjunction with a grounded theory analysis, will be utilized to better understand how clients’
perception of their therapist’s way-of-being effects client engagement during the process of
therapy. Qualitative data was collected through participants’ answers to open-ended question
during a semi-structured, face-to-face interview.
Keywords: way of being, therapeutic pyramid model, common factors, therapeutic
alliance
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CHAPTER I: INTRODUCTION
The inmost growth of the self is not accomplished, as people like to suppose today, in…relation to oneself,
but in the relation between the one and the other…Secretly and bashfully a person watches for a yes
which allows one to be and which can come…only from one human to another. It is from one person to
another that the heavenly bread of self-being is passed (Buber, 1965, p. 71)

The therapeutic alliance has been one of the most prolifically studied elements of
psychotherapy with the majority of models and theories identifying it as a key component for
effective therapy (Anderson & Johnson, 2010; D’Aniello, 2016; Friedlander et al., 2008;
Kuhlman, Tolvanen, & Seikkula, 2013). Researchers and clinicians alike spend an enormous
amount of time and energy attempting to understand how to best form, maintain, and utilize the
therapeutic relationship in order to produce effective outcomes in therapy. Yet, even with all of
the literature surrounding the topic of alliance building and maintenance, the concept of the
therapeutic relationship is still one that is complex and difficult to understand in its entirety
(Anderson & Johnson, 2010). This is particularly true for the marriage and family therapy (MFT)
field.
Common factors researchers have identified the alliance as one of the most studied
common factor in couple and family therapy (Sprenkle, Davis & Lebow, 2009). Yet, with all of
the research pouring into the MFT field surrounding the topic of the therapeutic alliance, it is
surprising the dearth of literature centered on one of the key components necessary in generating
the alliance: the therapist (Blow, David, & Sprenkle, 2012; Najavits & Strupp, 1994). Sprenkle,
Davis and Lebow (2009) concluded that the therapist played a significant role in the process of
therapy but lamented the fact that little is known as to why.
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It is the lack of research surrounding a key element of one of the most potent contributors
to effectiveness in therapy that has prompted this study. It is the intent of this study to bridge the
gap between the therapeutic alliance and the therapist. I will do this by grounding my study in
the common factors perspective to MFT. In particular I will use the Therapeutic Pyramid of
Change, introduced by Fife, Whiting, Bradford, and Davis (2014), which places the therapist’s
way-of-being at the foundation of effective therapy, with the therapeutic alliance placed next,
and models at the apex of the pyramid. The meta-model argues that the self of the therapist or
therapist’s way-of-being, which includes elements such as personality/interpersonal
characteristics, influences every other aspect of the therapeutic process, from how a therapist
establishes a therapeutic relationship to what model is selected and utilized during therapy.
A common factors perspective was chosen as the theoretical underpinning of this study
because it strives to find the commonalities that transcend models (Sprenkle & Blow, 2004a).
One of the more prolific commonalities outlined by common factors researchers is the idea that
the person (therapist) delivering the model is actually more influential than the model itself
(Blow, Sprenkle & Davis, 2007). This is an important factor because individuals and families
present to therapy looking to interact with an individual, not a machine void of feelings, biases,
or humanistic insight. No two therapists conduct therapy in the same manner (D’Aniello, 2015a)
because no two therapists have lived the same experience. Thus the therapist, with all of his/her
characteristics and flaws becomes a more influential tool while conducting therapy than does any
specific model in and of itself (Blow, Sprenkle, & Davis, 2007). What the therapist brings to the
therapy sessions, in regard to his or her personhood is vitally important when one is looking to
help generate a positive therapeutic outcome (Lorion, 1974).
2

Purpose of Study
The purpose of this study to gain insight into the phenomena of how clients experience a
therapist’s way-of-being and how that impacts the clients’ engagement in the therapeutic
process. By utilizing the components suggested in Fife and colleagues’ (2014) therapeutic
pyramid of change meta-model, I aim to provide empirical support to the ideas generated in the
meta-model and as such will add to the minimal literature of the foundation of the therapeutic
alliance. I took a purposive sample (Patton, 1990) from the Center for Individual, Couple and
Family Counseling located on the campus of the University of Nevada, Las Vegas. Since the
university clinic treats predominantly individuals located in lower socioeconomic (SES)
brackets, the study will also add to the dearth of research that exists in the common factors
literature on working with low SES populations
Definitions
Common Factors. Common factors of change will be defined broadly as those
techniques/elements that transcend model and facilitate the production of positive therapy
outcomes (Karam, Blow, Sprenkle & Davis, 2014).
Therapist’s Way-of-Being. Fife and colleagues (2014) defined way-of-being as the in the
moment attitude toward or way of regarding clients that therapists have when interacting with
clients.
Therapist variables. Therapist variables, which are often defined vaguely in the literature as
those characteristics, such as warmth, honesty and genuineness, which therapists bring with them
into the therapy room, have been cited in multiple analysis as important elements to therapy
(Fife, 2014). Since the literature does not provide a clear operational definition of all of the
3

variables, it is near impossible to glean from the literature a sound operational definition. As
such, therapist variables will used within this paper to refer to both the characteristics that are
intrinsic to the therapist and interpersonal variables that help facilitate the formation of a strong
therapeutic relationship.
Low Socioeconomic Status. For the purpose of this study, individuals that are considered low
SES will be defined as individuals who have no higher than a high school diploma, or equivalent,
and have a self-reported annual income of less than $20,000 dollars.
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CHAPTER II: LITERATURE REVIEW
“Tis skill, not strength, that governs a ship” Thomas Fuller
Effectiveness in psychotherapy
Researchers in the mental health field have dedicated significant time and energy over the
last few decades to the study of effectiveness in psychotherapy (Rowden, 2009; Sprenkle, 2003).
The questions surrounding the effectiveness of mental health have been topics of discussion that
have been debated for over a century, gaining significant attention in the latter half the 20th
Century (Weeks & Fife, 2014). Researchers, and potential clients for that matter, have desired to
know whether or not attendance in therapy would be beneficial in helping solve problems.
Hubble, Duncan, and Miller (1999) explained that over 40 years of research has laid to rest the
debate as to whether or not therapy is effective. Wampold (n.d) answered the effectiveness
question with a resounding yes!
As early as the 1930s, researchers have been interested in attempting to prove, or
disprove, the effectiveness of mental health practices (Weeks & Fife, 2014). Eysenck (1952) and
Rachman (1971), in their research and findings, set out to disprove the validity of psychotherapy
(see Wampold’s 2001 text for detailed history of the debate regarding psychotherapy
effectiveness). Both Eysenck (1952) and Rachman (1971) claimed to have findings that not only
disproved the effectiveness of the psychotherapy, but in fact demonstrated its harmful effects on
individuals (Hubble et al., 1999). These claims were not taken lightly by researchers, such as
Rosenzweig (1952), Luborsky (1954), Bergin (1971) and Lambert (Begin & Lambert, 1978;
1984), who eventually demonstrated that both Eysenck’s and Rachman’s studies were based on
flawed designs and conclusions ( Blow & Sprenkle, 2001; Hubble et al., 1999; Weeks & Fife,
5

2014; Wampold, 2001). Today, the literature is full of meta-analyses and studies, numbering in
the hundreds (Hubble et al., 1999; Weeks & Fife, 2014) that demonstrate psychotherapy is
indeed efficacious (Assay & Lambert, 1999; Helmeke & Sprenkle, 2000). According to
Wampold (2001), individuals who present to therapy are 79% better off than individuals who fail
to see the need of therapy (Weeks & Fife, 2014). In another meta-analytic review of the research,
specific to MFT outcomes, individuals were 84% better off than those individuals that went
untreated (Davis & Piercy, 2007a).
Common Factors
Researchers, in their attempts to provide empirical support for one specific model/theory
of change, have unequivocally demonstrated that therapy does prove to be effective, yet
researchers have not been able to empirically prove that one specific model works any better
than another (Blow & Sprenkle, 2001; Sprenkle & Blow, 2004b; Weeks & Fife, 2014). Common
factors research hypothesizes that there are common elements, or underpinnings, utilized in
every model that play a more prolific role in change than the model itself (Fife et al., 2014).
The emphasis on common factors and the questions that arise as a result of the
commonalities in therapy models dates back to the 1930s (Weeks & Fife, 2014). Rosenzweig
(1936) was one of the first to claim that all types of therapy are efficacious due to common
themes. Utilizing a line from Carroll’s Alice in Wonderland “Everybody has won and all must
have prizes,” Rosenzweig argued that no one type of therapy was more effective than the other.
This idea was mostly ignored by clinicians and researchers at the time, for the bulk of
psychotherapy was interesting in developing specific models/theories that would “win them a
corner on the market for creating change” (Perkins, 2010, p. 13).
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Clinical trials attempted to show that one specific modality of therapy was empirically
stronger than others, yet these results were inconsistent. Luborsky, Singer and Luborsky (1975)
conducted a review of the research on different outcomes of therapy and concluded that change
was more consistent with Rosenzweig’s previous concepts of common factors. As a result of
these findings, and to play off Rosenzweig’s reference to the Cheshire cat, they dubbed the
phenomenon “the dodo bird verdict.” Though research has shown that therapy is efficacious,
most studies fail to indicate exactly which therapy modality is most effective, if any (Blow &
Sprenkle, 2001). Thus, for the past 30-40 years, common factors researchers have hypothesized
that change occurs within a system as a result of common elements of change over model
specific theories (Weeks & Fife, 2014).
Even though the dodo bird verdict was proposed in the field of individual psychotherapy
and applied to the field in general, MFTs have no reason to doubt that the same ideas hold true
for their specific field. Common factors literature within the field of MFT research is relatively
sparse, with relatively few researchers promoting these ideals (Davis & Piercy, 2007b). In one of
the most extensive meta-analysis of outcome research in the field of MFT, conducted by
Shadish, Ragsdale, Glaser, & Montgomery (1995), researchers confirmed that there is no MFT
theory that is superior than another. Common factors researchers, within the field of MFT, have
ran with the common factors (Blow & Sprenkle, 2001). Lambert (1992) explained that common
factors of change within the field of MFT can be divided into a four-factor model which relates
to the common elements among the various theories (Blow & Sprenkle, 2001).
Lambert (1992) labeled the common factors as a separate element within his four-factor
model. Researchers later decided to group all four components of Lambert’s four-factor model
7

under one overarching umbrella and labeled the entire grouping as “common factors” (Blow &
Sprenkle, 2001). The modified common factors model, which was coined by Miller et al (1997),
consisted of four all-encompassing elements that contribute to change within a therapeutic
setting. These elements consist of: Client/extratherapeutic factors; relationship factors;
technique/model factors; and expectancy, placebo, and hope factors (Blow & Sprenkle, 2001;
D’Aniello, 2015b; Sprenkle, Lebow, & Davis, 2009). All four elements within the modified
model play hand in hand with how common factors researchers explain the change process.
Client/Extratherapeutic Factors
Lambert (1992) attributed roughly 40% of change within the therapy setting to this one
particular element. Blow and Sprenkle (2001) and Blow et al. (2009) explained that client factors
consist of both “static (age, gender, race, etc.) and nonstatic characteristics of clients (e.g.
individual learning styles, family cohesion, and expressed emotion)” (Blow et al., 2009, p. 352).
These characteristics act as separate constructs outside of therapy that help facilitate change
within the therapeutic setting but are independent of the clients’ participation if the process
(Blow & Sprenkle 2001; Blow et al., 2009; Fife et al., 2014).
Relationship Factors
The importance of building a strong therapeutic relationship is one element that most
psychotherapists, counselors, and other mental health professionals in general would agree upon.
Lambert (1992) quantified this element of therapy to consist of approximately 30% of change.
Relational factors are those elements within therapy that help facilitate a strong working alliance
between the client and the therapist (Blow & Sprenkle, 2001; Blow et al., 2009). Since
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relationship factors depend on both the client (and those factors previously mentioned) and the
therapist, it is important to conceptualize these two constructs separately.
Blow and colleagues (2009) specified that the therapist plays a contributing role in
establishing the relationship. Wampold (n.d.), in his review of the literature, emphasized that the
therapist plays a critically important role in forming the therapeutic relationship. The literature
referenced by Wampold (2001; n.d.) paints a clear picture that certain therapists consistently
outperform other therapists by achieving better outcomes while utilizing the same modality of
therapy. This is consistent with common factors research that indicates there is little change in
effectiveness between models. The therapists who better connect with clients exhibit such
characteristics as warmth, genuineness, respect, and empathy (Blow & Sprenkle, 2001; Blow et
al., 2009; Heinonen, 2014; Fife et al., 2014).
Mode/Technique Factors
In a move away from the traditional belief that models are the key to change within the
mental health field, common factors researchers contribute a small amount of change to models
(Blow & Sprenkle, 2001; Blow et al., 2009; Fife et al., 2014; Lambert, 1992; Luborsky et al.,
1999; Sprenkle et al., 2009; Wampold, 2001; Weeks & Fife, 2014). Lambert (1992) attributed a
mere 15% of change to model specific factors. Some critics of common factors research claim
that researchers blatantly disregard models and cite the plethora of research of empirically
grounded studies that support models (Fife et al., 2014; Sprenkle & Blow, 2004b). Sprenkle,
Lebow, and Davis (2009) fought against this mentality in their book Common Factors in Couple
and Family Therapy when they introduced a moderate common factors perspective to the
therapy community. They, and several others (see Fife et al., 2014; Lambert, 1992) made the
9

claim that models have a place in therapy due to the fact that they help provide clinicians a map
to organize therapy (Sprenkle & Blow, 2004a) but as such they are not the sole proprietors of
change. Thus, placing too much weight on a model is ineffective because it negates all other
elements that contribute to change within the therapeutic setting.
Placebo, Hope, and Expectancy Factors
Many clients improve in therapy simply because they have already initiated some sort of
change (i.e. contacted the therapist, or recognized the destructive pattern affecting their lives)
and have hopes and expectations that therapy is going to help (Blow & Sprenkle, 2001). Clients
benefit in therapy as a result of expectancy variables because they believe, or expect, therapy is
going to be helpful (D’Aniello & Fife, 2017). Lanbert (1992) attributed 15% to placebo, hope,
and expectancy factors.
Broad Common Factors vs Narrow Factors
Common factors research is often expressed in terms of both broad factors and narrow
factors. Broad factors are those factors that are seen across all aspects of the therapeutic setting;
elements that are ingrained into the very fabric of therapy itself (Davis & Piercy, 2007a; Hubble
et al., 1999; Sprenkle & Blow, 2004a). They include elements of therapy that highlight the
process variables innate in all therapies, such as therapist variables and expectancy variables
(D’Aniello, 2015a). Narrow factors are the nonspecific elements that are common to most
models; aspects that are often referred to by different names depending on the model but
essentially produce the same outcome (Davis & Piercy, 2007a; Davis & Piercy, 2007b; Sprenkle,
Lebow, & Davis, 2009). It is the broad factors, which include therapist variables (Davis &
Piercy, 2007a; Davis & Piercy, 2007b) that drive the foundation of this study.
10

Highlighting the Therapist Factor
Broad factors are those factors that include the aspects of therapy, such as the therapeutic
relationship, client and therapist variables, and expectancy/placebo variables (Davis & Piercy,
2007a). There is a dearth of research in the field of MFT surrounding the topic of therapist
variables (Roos, 2011; Sprenkle & Blow, 2007; Wampold, n.d; Wolff & Hayes, 2009). The vast
majority of studies conducted within the field of common factors, effectiveness and process
research express the idea that the therapist does in fact play an important role in the therapeutic
process (Huppert et al., 2001), but few articles articulate how therapist variables are best utilized.
Researchers quote such characteristics as honesty, genuineness, warmth, and empathy but fail to
provide a detailed explanation as to how these characteristics impact therapy outcomes.
Wampold (2001) found that differences among therapists contributed to more outcome
variance than any other variable. Davis, Lebow and Sprenkle (2011) referenced an article written
by Blow and colleagues (2007) which highlights the need for researchers to pay less attention to
empirically valid models and more attention to empirically valid therapists. Effective therapists,
with the help of models, help move the process of therapy along. This may be in part due to the
fact that it is the therapist, his or her characteristics, that helps facilitate the development of a
strong alliance (Blow & Sprenkle, 2001; Davis, Lebow & Sprenkle, 2011; Fife et al., 2014).
Fife and colleagues (2014) developed the therapeutic pyramid, which utilizes common
factors. The authors of that article purport that the foundation of therapy should be built upon the
therapist’s way of being. The core values and interpersonal characteristics lay the foundation for
effective therapy due to the fact that these variables affect the rest of the pyramid. The self of the
therapist, or who the therapist is, influences how the therapist forms the therapeutic alliance. This
11

alliance building process then trickles into the specific model that is chosen by the therapist with
which the therapist works with the client (Fife et al., 2014). Therapists should place themselves,
not in an elitist manner but with an understanding that they themselves contribute a large portion
to the therapeutic process (Karem et al., 2014), as the foundation of therapy.
Therapist Variables
Therapist variables are cited frequently in the literature as being important (Karem et al.,
2014; Wolff & Hayes, 2009) but unfortunately there is a dearth of research in the field of MFT
on the topic of therapist’s contributions to therapy (Roos, 2011; Sprenkle & Blow, 2007; Wolff
& Hayes, 2009). Carl Rogers (1957) was one of the first researchers to place heavy emphasis on
the role of the therapist within the therapeutic setting. Rogers encouraged the field of
psychotherapy to pay attention to the self of the therapist. In an article written for the Journal of
Consulting Psychology, Rogers (1957) postulates six conditions that need to be met in order to
produce constructive personality change. Several of the conditions outlined by Rogers in his
article were centered on the therapist and his or her way of being. Effective therapists are
congruent, genuine, and integrated; they demonstrate unconditional positive regard and interact
with clients in an empathic manner (Lafferty, Beutler, & Crago, 1989). The final condition
outlined by Rogers deals with the client’s view of the therapist. Clients reported therapy as more
successful when they felt acceptance and empathy from the therapist.
Bachelor and Horvath (1999), while referencing the therapist characteristics which
Rogers identified as effective for change, synthesized that the Rogerian characteristics “remain
important ingredients of a positive therapy relationship, especially from the vantage point of the
clients (p. 141). Their claim, similar to Rogers, was that characteristics such as empathy,
12

nonpossessive warmth, and genuineness embody all of the conditions needed to facilitate a
positive therapeutic change (Bechelor & Horvath, 1999). Asay and Lambert (1999) support the
claim made by Rogers by citing accurate empathy, positive regard, nonpossessive warmth, and
congruence or genuineness as the core conditions which clients connected most with while
forming the therapeutic relationship.
Rogers’ emphasis on the role of the therapist and effectiveness research fought toe to toe
against model specific researchers. For reasons explained in greater detail later on, model and
outcome research won the battle. A major critique of model specific research is that it often
overlooks the importance of the therapist, which is disheartening due to the integral role the
therapist plays in the process of therapy. Lebow (2006) stated:
Psychotherapy researchers typically focus exclusively on different clinical interventions
while ignoring the psychotherapists who make use of them. It’s as if treatment methods
were like pills, in no way affected by the person administering them. Too often
researchers regard skills, personality, and experience of the therapist as side issues,
features to control to ensure that different groups receive comparable interventions (p.
131-132).
The lack of interest, and research, in regard to therapist’s variables can easily be
attributed to the medical model mentality that much of psychotherapy, including MFT, is
centered upon (Blow, Sprenkle, & Davis, 2007; Sprenkle & Blow; 2007; Fife et al., 2014).
Funding is granted to those individuals who can produce effective therapy outcomes through
more manualized approaches to therapy. Since the majority of MFT researchers are also
university faculty, grant funding is a key contributor for emphasizing models and de13

emphasizing therapist’s variables (Blow, Sprenkle, & Davis, 2007). Yet, the research is clear in
highlighting the need for more emphasis to be placed on what makes validated therapists (Davis,
Lebow & Sprenkle, 2011).
The question then needs to be asked, “Why is the therapist such an important part of
therapy?” Allegiance, on the part of the therapist, to one particular model has been demonstrated
to play a key role in effective therapy (Blow, Sprenkle, & Davis, 2007). Model specific research
done in the field of MFT is most often conducted by therapists who have personal ties, or
allegiances, to that specific model, which increases the likelihood that the therapist will conduct
therapy with more “tenacity, enthusiasm, hopefulness, and skill” (Blow, Sprenkle, & Davis,
2007, p. 302).
Even more importantly than a therapist’s allegiance to a specific model, is the underlying
fact that therapy is an extremely humanistic affair (Fife et al., 2014). Therapy is most successful
when a strong therapeutic relationship can be established. Lambert (1992) attributed 30% of
client improvement to the relationship factor. The therapeutic relationship is one of the most
commonly identified common factor and is an element that is well document within the literature
as being at least acknowledged by most models (Asay & Lambert, 1999). The therapeutic
relationship lies at the heart of change (Hubble et al., 1999).
The Therapeutic Pyramid
Fife and colleagues (2014) provided an excellent explanation as to why, and how, the
therapist plays an important role in the formation of the therapeutic relationship. In their pyramid
model, the authors relate the therapist’s identity, labeled as a therapist’s way of being, and the
formation of a strong therapeutic relationship. By making the claim that “effective therapy
14

involves not only what we do, but who we are” (p. 21) the authors acknowledge that techniques
are not sufficient to promote change within therapy, though they do acknowledge that models
have a place in the therapeutic process. A therapist’s way of being, or self of the therapist, is the
foundation of successful therapy. A therapist’s way of being, which is defined by the authors as
the “in-the-moment attitude that therapists have towards clients” (p. 24) plays directly into the
formation of the therapeutic relationship because it is the foundation upon which the relationship
is built.
The meta-model was created to address a perceived need in the literature of therapist’s
attributes and attitudes. By utilizing the philosophical work of individuals such as Martin Buber,
the pyramid lays the foundation of effective therapy in the “primacy of relational obligation and
connection” (Fife et al., 2014, p. 22). In order to better understand the ideas outlined in the
therapeutic pyramid, a brief explanation of the philosophical views utilized in the pyramid will
be provided.
Philosophy of Martin Buber
The philosophy of Martin Buber, which has been increasingly utilized in the social
science literature over the past several decades (Fife, 2015), was a drastic move away from the
commonly used psychoanalytical view of the individual at the time of its conception (Fishbane,
1998). This philosophy stressed the relational potential of the individual and introduced the
philosophical world to the dualistic view of the human relationship; the I-Thou and the I-It
(Friedman, 1960). Buber’s seminal text I and Thou (1958), which was translated into English
from German by Ronald Gregor Smith in 1937, describes the two basic modes of human
existence outlined in his philosophy. Fife (2015) summarizes Buber’s basic thesis in I and Thou
15

as an attempt to explain that the “human being is fundamentally relational. To be is to be in
relation with others” (p. 212). Buber (1958) explained his philosophical thinking best when he
opened his book by stating,
To Man the world is twofold, in accordance with his twofold attitude.
The attitude of man is twofold, in accordance with the twofold nature of the primary
words which he speaks.
The primary words are not isolated words, but combined words.
The one primary word is the combination I-Thou.
The other primary word is the combination I-It; wherein, without a change in the primary
word, one of the words He and She can replace It.
Hence the I of man is also twofold.
For the I of the primary word I-Thou is a different I from the primary word I-It. (p.3)
This particular introduction embodies the relational aspects of Buber’s philosophy which is
founded on the premise that an individual has two basic ways of being and at any given moment
an individual is either one or the other (Fife, 2015).
The I-Thou mode allows the individual to be aware of the “full, irreducible otherness of
the partner in dialogue” (Fishbane, 1998, p. 42). When an individual allows him or herself to
view others in the I-Thou lens, that person is viewing the Other in their entirety. This modality of
thought is contrasted by the I-It way of being which reduces the partner in dialogue to nothing
more than an object: a thing to be used or an obstacle in one’s way (Fife, 2015). Friedman (1960)
explained that the distinction between the two ways of being is not the object of the relationship,
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but is in fact the relationship itself. The I in the I-Thou is fundamentally different from the I that
enters into the relationship between the I-It.
In Fife and colleagues’ (2014) pyramid model, the authors rely heavily on the
philosophical views of Buber’s I-Thou and I-It. The pyramid model deduces that a therapist’s
way of being lays the foundation for the attitude of the therapist in forming the therapeutic
alliance. The alliance can be formed with an attitude of genuineness and humanity (I-Thou) or
the therapist can take an impersonal or objectifying stance (I-It) towards the client. The authors
further explain that therapy is conducted with either an I-Thou or I-It way of being. Therapists
may view their clients as annoying, take sides, are suspicious, or pathologize client behavior. On
the opposite end of the spectrum, a therapist may view the client in an empathic, genuine manner
in which the therapist views the client as a human whose viewpoints are valid and unique. The
authors argue that clients perceive the difference and will relate accordingly with the therapist’s
way of being.
The way in which therapists interact with clients is of paramount importance while
conducting therapy. Fife and collegues (2014) argue that clients are able to feel the difference;
when they are being viewed as a human versus being seen as an object. In their book, The
Anatomy of Peace, the Arbinger Institute (2015) explains how behavior can be interpreted in two
very distinct ways. In their Way-of-Being diagram, the authors map how behaviors towards
another individual, whether they are seen as a human or an object, shape the way in which
interactions take place. In the clinical setting, the way in which the client perceives their
therapist’s interactions is going to have major effects on how the clients engage in therapy (Fife
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et al., 2014). As such therapists need to be aware of their way of being and how it affects client’s
engagement in therapy (Fife et al., 2014).
Moral Responsiveness
The ideas outlined in Fife and colleagues’ (2014) pyramid model resonate well with the
concept of moral responsiveness, which was introduced by Whiting, Nebeker, and Fife (2005)
and ties into the philosophy of Buber (1958). Whiting and colleagues (2005) define moral
responsiveness as “the degree of truthfulness with which a person is able to respond to another
and the sense of responsibility that comes when experiencing the alterity of the Other” (p. 22). In
their qualitative investigation into the realm of moral responsiveness in therapy, the authors
argue that therapists should incorporate moral dialogue into therapy. They hypothesize that the
neutral, nonjudgmental stance that many therapists take during sessions is a result of the
historical objective foundations of science and the medical model. Yet, clients often present to
therapy with issues relating to moral judgments. Thus, therapists need to be aware of their own
moral responsiveness. Seeing as how morality is ingrained into an individual’s way of being, it is
paramount that therapists become aware of how their sense of self is interpreted by the client
(Fife et al., 2014).
The study conducted by Whiting and colleagues (2005) yielded two primary thematic
categories; one of which was attitudes of morally responsive therapists, which included
asymmetrical indebtedness, attitudes of serving and tentativeness of diagnosis (for detailed
description of both thematic categories see Whiting et al., 2005). The attitudes of morally
responsive therapists connects well with both Buber’s (1958) philosophy and Fife and
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colleagues’ (2014) pyramid model in the sense that it highlights components found in a
therapist’s way of being.
Attitudes of Morally Responsive Therapists
Asymmetrical indebtedness. In Buber’s (1958) I-Thou view, individuals are seen in
their entirety and viewed as uniquely whole. The concept of asymmetrical indebtedness, which is
defined as feeling responsible for another individual without expecting a reciprocal response
(Whiting et al., 2005), is the essence of an effective therapist’s way of being. It is being able, and
willing, to open up a conduit of valuing and respect for the Other. It is often explained as a
spontaneous feeling of awe. Whiting and colleagues (2005) explain that these experiences and
feelings emerge in therapy and are often linked to effective outcomes.
Attitude of serving. There is a fundamental difference between a spontaneous feeling of
awe and a deliberate attitude of serving. The serving attitude signifies a willingness to value the
Other and his or her uniqueness. A therapist who has an attitude of serving seeks to fulfill the
needs of the Other before his/her own. It is a way of being which connotes a sense of moral
obligation towards another human, and it is felt by clients (Whiting et al., 2005).
Tentativeness to diagnoses. Therapists who view their clients in a morally responsive
way (I-Thou) avoid rigidly categorizing them, which strips away the uniqueness and depth of the
individual. By avoiding rigid diagnoses, therapists facilitate the process of viewing their clients
as persons and not as objects or obstacles (Fife et al., 2014).
It is important to understand the philosophical and theoretical underpinnings of the
therapeutic pyramid due to the interconnected nature of the meta-model. Fife and colleagues
(2014) explicitly maintain the notion that the therapist’s way of being plays a key role in
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producing effective therapy outcomes. If a therapist takes an I-It stance, which objectifies the
client, in lieu of an I-Thou stance, this has a tendency to push people apart, which is not
conducive when attempting to form and maintain a strong therapeutic relationship. The way in
which the therapist engages with the client is important because clients are able to feel the
therapist’s way of being towards them (Arbinger Institute, 2015; Fife et al., 2014; Wolff &
Hayes, 2009) and it is the client’s perception of that experience which has major impacts on
effective outcomes.
While addressing some of the criticism of the pyramid model and summarizing an article
written by Blow and colleagues (2012), which argues the needs of the clients should drive the
selection of a model, Fife and colleagues (2014) state that by taking an I-Thou stance the
therapist is privileging the clients’ needs above their own and this innate characteristic, which
drives model selection, lies at the heart of a therapist’s way of being.
Therapist Interpersonal Variables
Fife and colleagues’ (2014) pyramid model constitutes a myriad of interwoven
interpersonal variables which are then utilized by the therapist and interpreted by the clients as
either beneficial or damaging while forming an alliance. Seeing how the therapeutic relationship
plays such an important part in therapy, and the therapist is a contributing variable in the
formation of the relationship, it behooves researchers to look at which
characteristics/interpersonal variables clients perceive as most influential in their therapist’s way
of being. The therapeutic relationship literature makes vague statements in regard to
interpersonal characteristics of the therapist. As a result of the muddled-clarity in the literature,
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one is left asking, “What characteristics do play a part in therapeutic process and the formation
of a strong therapeutic relationship?”
Unfortunately, there are not many characteristics that have been studied, and those that
have been do not produce significant effect sizes to be considered worthy of further research
(Blow, Sprenkle, & Davis, 2007). Davis & Piercy (2007b), in a study designed to further the
investigation of common factors, spoke of several characteristics/aspects, which were identified
by the clients, that therapist exhibited which facilitated effective outcomes. The clients expressed
that effective therapist were patient, caring yet firm and boundaried, and culturally and
religiously sensitive.
With that, the authors also identified several processes, for which the therapist’s beliefs
and personality contribute notably to beneficial outcomes. To balance out the therapy session
between structure and free flow, therapists who act as gentle guides, coaches or facilitators were
ranked as more effective than those who took a more authoritative stance within the room.
Another key element that was mentioned in the article was that of creating safety for the client.
These elements, which are facilitated by the therapist, were identified by clients as aspects that
contributed to effective therapy and enabled the formation of a strong bond.
Karem and colleagues (2014), while citing a review conducted by Wampold (2001),
noted “change is greatest when the therapist is skillful and provides trust, acceptance,
acknowledgement, collaboration, and respect for the client in an environment that supports risks
and maximizes safety (Karem et al., 2014, p. 6). Sprenkle and Blow (2007), while responding to
an article written by Simon (2006), argue that the connection between the therapist and the
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therapeutic process is one that is extremely complex in nature and almost impossible to
disentangle from other factors that contribute to effective outcomes.
Therapist Variables and Low SES Populations
A therapist’s way of being, which lies at the foundation of change, is viewed in the
literature as extremely influential (Lorion, 1974). Low SES population is the best population for
this particular study due to the social location of the majority of clients who are seen at
university affiliated clinics. As such, it is important to have a basic understanding of what the
literature states in regard to social class and therapy; specifically how the therapist’s way of
being influences effective therapy with low SES populations.
Social class is a highly influential construct for individuals and families today, yet it is
rarely highlighted in the mental health literature (McDowell, Brown, Cullen, & Duyn, 2013)
with researchers often neglecting to control for SES (Falconnier, 2009). This is particularly
striking do to the commonality of poverty within the American system (Census Bureau, 2014).
Though there is a current deficiency in the literature surrounding the impact of therapist’s
characteristics (interpersonal characteristics) and effectiveness with lower SES populations,
which has not always been the case. Smith and colleagues (2011) explained how in the 1970s the
field of mental health saw a surge in attention that was given to individuals in lower social
classes. The authors suggest that there may have been a connection between social class and
therapeutic ideals surrounding the topic of mental illness. It was perceived, not unlike today’s
view of marginalized individuals, that people living in poverty were more likely to experience,
and be diagnosed with, a mental illness (Lorion, 1974; Smith et al., 2011). This perception
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facilitated a push to open up several low cost community mental health facilities around the
nation (Smith et al., 2011).
Even though the mental health field witnessed an increase in attention paid to lower
socioeconomic issues, by the turn of the century, this interest “receded from view to the extent
that authors in the present decade have commented on the ‘near invisibility of the poor in
psychology’ (Lott, 2002)” (Smith et al., 2011, p. 16). McDowell and colleagues (2013) cited a
recent review conducted by Kosutic and McDowell (2008) of five major family therapy journals
between 1995-2005 and found that only 12 (0.33%) articles placed emphasis on social class
(McDowell et al., 2013). They postulate that the silence in the MFT field is reflective of the
general silence surrounding classism in the United States. The almost near disappearance of the
social class discussion in the mental health literature is tragic because 14.8% of Americans are
living in poverty (Census Bureau, 2014).
It is important for both researchers and clinicians to consider how a therapist’s way of
being plays a part in working with marginalized populations, especially individuals in lower SES
populations (Lorion, 1974). Unfortunately for both researchers and clinicians, the literature is
scarce in terms of attention given to social class and therapist variables within therapy (Roos,
2011; Smith et al., 2011). What the literature does indicate is that individuals who are classified
as lower SES, or low income, are less likely to seek out and/or obtain mental health services
(Thompson et al., 2012). Grimes and McElwain (2008) noted that individuals in lower SES
brackets do not have as easy of a time acquiring mental health services. This is disheartening
when considering that research indicates that those who are in lower socioeconomic brackets
experience alleviated levels of anxiety, depression, stress and substance dependency (Barden et
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al., 2016; Thompson et al., 2012); all of which can be helped by a caring therapist. Those
individuals who do make it to therapy unfortunately do not usually continue for very long.
Roos (2011), while conducting a study on premature dropout, noted that one of the major
contributing factors to dropout was the client’s SES. The author noted that higher SES
individuals possessed the traits/qualities that most frequently correlate to positive therapy
outcomes. The author goes on to cite several factors that influence lower SES individual’s
difficulty in obtaining therapeutic success (i.e. low levels of education, income, lack of power in
society, and family conditions). The study went on to identify several personality characteristics,
on the part of the client, that contributed to unsuccessful therapy outcomes. Clients in lower SES
brackets may experience personality traits such as “defensive patterns dominated by denial,
avoidance and rejection but also hostility, aggressiveness, suspiciousness, grandiosity and violent
tendencies (Baekeland & Lundwall, 1975; Lambert, 2004; McNair & Corazzini, 1994; Paivio &
Bahr, 1998; Pekarik, 1985a; Richmond, 1992)”(p. 2).
The personality characteristics mentioned by Roos (2011) all affect the formation of a
strong therapeutic relationship. As such, therapists who see lower SES individuals need to pay
close attention to their own interpersonal mannerisms while conducting therapy with this
particular population (Grimes & McElwain, 2008; Lorion, 1974; Smith et al., 2011; Thompson et
al., 2012). Therapists need to be cognizant as to how they present themselves from the very
initial contact with low SES clients (Grimes & McElwain, 2008; Smith et al., 2011). The
formation of the foundation for a strong therapeutic relationship starts from the very beginning of
therapy (Friedlander, Lambert, Muniz de la Pena, 2008; Smith et al., 2011). Clinicians, who are
perceived as hostile or unsympathetic, see higher rates of dropout (Roos, 2011). Yet, when
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clients perceived that their therapists viewed them as important (Smith et al., 2011) and with
understanding (Lorion, 1974) these factors influence a client’s willingness to self-disclose and
form a stronger connection with the therapist (Thompson et al., 2012).
The formation of a strong therapeutic relationship is what lies at the heart of effective
therapy (Fife et al., 2014). This bond is extremely important in all aspects of therapy and
transcends social class. Yet, the literature indicates that clients from lower SES populations pay
close attention to how the therapist interacts with them, and that interaction will influence the
therapy process in either a positive or negative way (Lorion, 1974). As such, therapists need to
be aware as to which interpersonal characteristics contribute the most to producing positive
outcomes while working with lower SES individuals and families. Unfortunately, the scant
literature surrounding such a topic is almost non-existent. Clinicians could assume that
individuals and families in lower brackets connect in similar ways but that would be playing into
the silence that is currently shadowing the field of MFT research and social constructs. As such,
this study seeks to answer several questions.
Research Questions
Fife (2015) posed several questions for which future researchers might consider while
furthering the literature on therapist’s way of being. The research questions utilized in this study
were adaptations taken from Fife (2015). This study seeks to better understand:


What are clients’ experiences with the therapist’s way of being toward them, and how
does this influence clients’ engagement in therapy?



In addition to empathy, warmth and genuineness, what other variables portrayed by the
therapist do clients perceive as beneficial while forming a therapeutic alliance?
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Are there unique interpersonal variables which are portrayed by the therapist that low
SES clients identify as beneficial while forming the therapeutic alliance? If so, what are
they?
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CHAPTER III: METHODOLOGY
All my knowledge of the world, even my scientific knowledge, is gained from my own
particular point of view or from some experience of the world. Merleau-Ponty (1962)
Research Method and Procedure
This study seeks to gain insight into client’s perception of the therapist’s way of being
and how it influences client’s engagement in therapy. As such, a qualitative approach was
deemed as most appropriate for conducting the study. Qualitative research provides the readers
with a rich, detailed description of the client’s lived experience (Denzin & Lincoln, 2000). Since
this study aims to understand the phenomena of an experience, phenomenology was designated
as the most befitting theoretical framework to capture the client’s experience with the therapist’s
way of being. Phenomenology informed the formulation of the research questions and the
interview questions. This is not, however, a strict phenomenological study since the analysis
does not use phenomenology, but instead utilizes grounded theory methodology for coding and
analysis (see Charmaz, 2000; Echevarria-Doan & Tubbs, 2005; Dahl & Boss, 2005 for detailed
explanations on the compatibility of the two methods). Strauss and Corbin’s (1990) triadic
coding schema was used to code and analyze the data.
Qualitative Research Phases
Qualitative methods were utilized in this study due to their enabling power to help
researchers dive deeply into questions of meaning (Starks & Trinidad, 2007). Denzin and Lincoln
(2000) outlined five phases of qualitative research. Phase 1 introduces the researcher as a culturally
diverse instrument in the research process. Phase 2 lays out the theoretical paradigms of the study.
Phase 3 explains the research strategies that have been selected for the study. Phase 4 provides the
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reader with data collection and analysis methods. Phase 5 describes the interpretation and
presentation of the study.
Phase 1: The Researcher
Qualitative research is innately subjective due to the fact that the researcher is the
instrument for analysis and interpretation (Starks & Trinidad, 2007). As such, it is imperative
that I, the researcher, present to the reader with my own context and history. I am a master’s
level student studying at a COAMFTE accredited program in the field of Marriage and Family
Therapy. I am a white, heterosexual, married male whose ideals have been greatly influenced by
two main sources: (a) my religious background and (b) my educational background. My religious
affiliation, which is that of the Church of Jesus Christ of Latter Day Saints, has shaped the way
that I view family, education, and sense of identity (way of being). It is through a highly
religious lens that I view the vast majority of my lived experiences. I recognize this as a possible
limitation as I study this particular phenomena and it is my hope to remain open to possible
interpretations presented to me by both my research committee and the participants of the study.
My educational background has played in immensely important role in the design of this
study. I received a bachelor’s degree in communication theory, which provided me a solid
systemic foundation to build my therapeutic knowledge. As a result of my educational
background I learned to critically think and pursue a deeper understanding of not only my own
lived experience, but that of other’s as well. I am fascinated by the rich, descriptive narrative that
individuals possess and it has always intrigued me to dive deeper into the stories relayed by
others.
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My deep-seeded interest in relationships and interpersonal dialogue also contributed to
my education. I have always been intrigued by what elements or components facilitate forming a
strong relational bond between two individuals. This investigative inquiry into relationships and
their functionality is the driving force behind this study. This too presents itself as a limitation
because it assumes that there is more to building a strong therapeutic relationship than the
characteristics outlined in the literature.
Phase 2: Theoretical Paradigms and Perspectives
Slife and Williams (1995) discuss the notion that every research study is evaluated from
the subjective epistemological stance of the researcher; an idea that transcends methods. As such,
qualitative research suggests that these assumptions be made overt to the reader, which allows
for contextual evaluation (Whiting et al., 2005). The theoretical paradigms that have been
utilized for this study have been founded in the theoretical ideals perpetuated by Fife and
colleagues’ (2014) therapeutic pyramid, which has its philosophical foundations set in Martin
Buber’s I-Thou and I-It relational view. A common factors perspective of psychotherapy was
implemented as the theoretical backdrop of the study and utilized extensively throughout the
conceptualizing and writing process. Phenomenology was used in the formation and
development of the research questions and the interview questions. Finally, grounded theory
methodology was used in the coding and analysis process.
Methodology: Since the purpose of the study is to gain greater insight into clients’ lived
experience of their therapist’s way of being, a phenomenological framework is the best fit to
achieve the in-depth rhetoric from the client (Dahl & Boss, 2005). Even though phenomenology,
which emphasizes the subjectivity and discovery of the lived experience (Giorgi, 2012; Laverty,
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2003; Moustakas, 1994) has been chosen as the theoretical framework behind the study,
grounded theory methodology was used during the analysis portion. Echevarria-Doan and Tubbs
(2005) explained how grounded theory methodology is not “exclusive to any particular
paradigm; rather it is a tool that facilitates analysis of data bounded by the epistemology and
ontology of the paradigm” (p. 55). As such, it is a method of analysis which can be appropriately
used during the analysis portion of other methodologies, phenomenology included (Charmaz,
2000; Dahl & Boss, 2005; Echevarria-Doan & Tubbs, 2005).
Phase 3: Research Strategies
Participants. In a meta-analysis conducted by Horvath and Symonds (1991) client-rated
outcome was deemed as a more effective predictor of therapy outcome than therapist-rated
outcomes. As such, this study collected data from current clients being seen by MFTs-in-training
at a university-housed mental health training facility. The population for the study were
individuals who are adults of at least 18 years or older and had a minimum of 6 sessions logged
before participating in the study. I recruited purposive sample (Patton, 1990) from clients
presenting for therapy at the Center for Individual, Couple and Family Counseling at the
University of Nevada, Las Vegas. A total of 10 individuals contacted the researcher and were
interviewed for the study. The participants consisted of nine females and one male, and had an
average age of 31 years old (age ranged from 26-48). Seventy percent of participants (seven out
of the 10) identified as heterosexual, with two individuals identifying as bisexual/pansexual and
one identifying as gay. Eight out of 10 individuals (80%) identified as white/Caucasian with one
individual identifying as Asian and one individual who identified as Black/African American.
All of the participants had obtained at least an associate’s degree (or was currently pursuing a
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degree) at a university and with eight out of 10 participants reporting an annual income greater
than $10,000.
Phase 4: Methods of Collection and Analysis
Data collection. Face-to-face interviews, which were directed using the semi-structured
method, were be conducted with the participants. I advertised for the study at the CICFC for 5
months. Participants contacted the researcher via email or text message, and expressed a desire to
participant in the study. Several guiding questions were developed using a phenomenological
lens to help capture the client’s experience of the therapist’s way of being (see appendix A).
These questions were adapted from several studies conducted by researchers in the field of MFT
(D’Aniello, 2015b; Nebeker, 2000). By using the semi-structured method, the researcher is free
to ask follow-up and probing questions to acquire richer descriptions and better understanding of
participant’s experience with their therapist’s way of being.
Piloting: Piloting is an essential component utilized to ensure that both the questions and
interview process serves its function (D’Aniello, 2015b). As such, the first two interviews
functioned as the pilot. Participants were informed that they were part of the pilot program and
were asked to provide feedback to improve clarity and flow of the research process. Researcher
incorporated pilot participant’s feedback into to the interview process and as such one question
was dropped completely from the interview protocol and a few word changes were made to
make questions more clear. As a result of the piloting, the first interview question was discarded
as it was deemed irrelevant to the study.
Analysis. Grounded theory methodology was implemented during the analysis phase of the
study due to its theoretical consistency with family therapy (Charmaz, 2000; Echevarria-Doan &
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Figure 1.
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Tubbs, 2005). In an attempt to reduce researcher bias and improve dependability, the
transcripts were coded/analyzed by multiple individuals. The data was coded and analyzed using
Strauss and Corbin’s (1990) triadic coding scheme. Originally developed for the analysis of
qualitative research using grounded theory, Strauss and Corbin’s coding scheme is one of the
most widely utilized method of coding implemented in qualitative research (D’Aniello, 2015b;
Kendall, 1999). In a review of the various procedures implemented while conducting qualitative
coding Kendall (1999) synthesized Strauss and Corbin’s (1990) coding process as an “essential
aspect of transforming raw data into theoretical constructions of social processes” (p. 746).
Though the triadic coding schema is divided into three separate stages, several researchers have
emphasized that all three steps almost happen simultaneously during the coding process
(Charmaz, 2000; Echevarria-Doan & Tubbs, 2005; Whiting, Oka, & Fife, 2012). The three steps
are:
Open coding: The researcher read through the transcriptions and began to develop categories
which could be described as stand-alone elements expressed by the participant. This was done
line-by-line (Charmaz, 2000). Charmaz (2000) explained that by going line-by-line, researchers
sharpen their use of sensitizing concepts, an idea which offers different ways of seeing,
organizing, and understanding experience. The process also allows the researcher a method to
search for categories, properties, subcategories, actions and events (Echevarria-Doan & Tubbs,
2005). After the initial coding process, the researcher refined the open codes by conducting a
second round of coding, but with one of the specific research aims in mind.
Axial coding: After the open coding process, the researchers then re-examined the open
codes and began to make connections between the open coded themes (Echevarria-Doan &
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Tubbs, 2005). This is a refinement process, breaking the broad categories down into manageable
subcategories and providing conditions that gave rise to the category, its context, the social
interactions and how it is handled (Charmaz, 2000). The connections made are centered on a
central axis of a category (Strauss & Corbin, 1998). Hypotheses known as relational statements,
which tie categories to subcategories, were then pulled from the transcripts.
Selective coding: In the final step of the coding process, the researcher re-examined the open
coding and axial coding, with the relational statements, and began to uncover core categories that
emerged in the various transcripts. This allowed the researchers to pull out core themes that
transcended transcripts and integrate them into a “story line” (Echevarria-Doan & Tubbs, 2005).
Charmaz (2000) explained that selective coding differs from open, line-by-line coding in the
sense that it is more direct and conceptual (Charmaz, 1983, 1995; Glaser, 1978).
Qualitative rigor. Lincoln and Guba (1985) outlined several element that need to be present
in order to achieve qualitative rigor. By posing the question “How can an inquirer persuade his
or her audiences (including self) that the findings of any inquiry are worth taking account of?”
(p. 290) Lincoln and Guba (1985) provided qualitative (naturalistic) researchers grounds to build
trustworthy and credible studies. Their model outlines four basic components of qualitative rigor:
(a) credibility; (b) transferability; (c) dependability; and (d) confirmability. In order to achieve
rigor in this study, I used the four elements outlined by Lincoln and Guba (1985).
Credibility. Achieving credibility occurs when the researcher checks for the
representativeness of the date (Thomas & Magilvy, 2011). Krefting (1991) explained that a
qualitative study is only considered credible when it provides an accurate
description/interpretation of the human experience which is easily recognizable by another who
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has had the same experience. Thomas and Magilvy (2011) state that to achieve the level of
credibility expressed by Krefting, researchers should implement strategies such as reflexivity,
member checking and peer debriefing or peer examination. The researcher did this throughout
the study by consulting with the thesis committee, research team and participants in order to
obtain the most accurate representation of participant’s lived experiences.
Transferability. I provided a rich, dense description of the population sampled and
provided details obtained through my demographic survey (Thomas & Magilvy, 2011).
Dependability. Chowdhury (2015) contends that dependability is not easily achieved in
qualitative research and Thomas and Magilvy (2011) explain that replicability is difficult in
qualitative studies due to the interpretive nature of each individual’s lived experience. Yet,
several strategies are outlined in order to establish dependability. If the study was to be repeated,
in the same context, with the same methods and same participants, then similar results should be
had (Chowdhury, 2015). Dependability was established by providing the readers with an audit
trail. An audit trail consists of several factors, which include: (a) describing the specific purpose
of the study; (b) discussing how and why the participants were selected for the study; (c)
describing how the data were collected and how long the data collection lasted; (d) explaining
how the data were reduced or transformed for analysis; (e) discussing the interpretation and
presentation of the research findings; and (f) communicating the specific techniques used to
determine the credibility of the data (Thomas & Magilvy, 2011).
Confirmability. Confirmability, as described by Thomas and Magilvy (2011), occurs
when credibility, transferability, and dependability have been overtly established by the
researcher. By following the outline presented in Lincoln and Guba (1985), I demonstrated
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confirmability by engaging in a self-critical process immediately after each face-to-face
interview, which is referred to in the literature as “memo-ing”. By engaging in memo writing
after each interview, I was able to process through my own thoughts, feelings, and biases in
regard to the interview, thus making my own preconceptions about the data overt and
transparent. Confirmability was also achieved in the study by making a concerted effort to
follow, not lead, the participant during the interview process (Thomas & Magilvy, 2011). This
was done by encouraging the participants to clarify any use of jargon, slang, or asking for other
definitions during the interview so as to not jump to any conclusions.
Phase 5: Interpretation and Presentation
I constructed the final report using a written narrative report which incorporates direct
quotations from participant’s interviews. This report includes a description of the conclusions
that were drawn from the thematic elements which arose through the coding process. These
descriptions and conclusions were offered to the participants for review, which Stiles (1993)
described as best practice when conducting qualitative research. None of the participants
responded or sent feedback or altered interpretations.
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CHAPTER IV: RESULTS
Participants in the study were interviewed about their experience with their therapist’s
way-of-being and asked to describe how that experience impacted their engagement in the
therapeutic process. From the interviews several commonalities emerged in regard to how clients
perceive their therapist’s way-of-being. Of those themes, three main categories and five
subcategories emerged. The researcher labeled the three main categories as “core tenets” for a
therapist’s way-of-being and subsequently the five subcategories were labeled as “operational
tenets.” The three core tenets described by participants were (1) self-of-the-therapist, (2) personal
congruency, and (3) aligning with client’s goals. These core tenets were made manifest by the
therapists, as described by the participants, in the five operational tenets, which are (1) provide
affirmation/validation, (2) mutual understanding, (3) create structure in sessions, (4) have clear,
but flexible goals, and (5) accomplish goals.
Participant 1001 explained a positive in-the-moment interaction by stating, “I don't know
if this is a standard thing but she's always smiling. To me it contributes to the safe haven. When
you see someone smile you want to talk to them. I guess I would like to comment on that.
Without me even realizing it contributed to my sessions.” Almost all of the participants reported
that it was difficult to put into words, or describe adequately their therapist’s way-of-being but
they were able to confirm that the personhood of the therapist played a key role in the perceived
productivity of therapy. Participant 1002 described,
I will say that I do think that personality and demeanor of the therapist makes a huge
difference in your experience of therapy, at least for me. Like I said I went to therapy
several years ago and I stopped going because I did not get much out of it. I didn’t feel
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like the therapist understood me, about what I was saying. The tools she was giving me
didn't click with me. They didn't feel appropriate. I didn’t jive with them. I was hesitant
about trying therapy again. It wasn't a bad experience or anything, it was just bland. I felt
like I got really lucky this time because I got a therapist that will talk and I don't even
realize how fast the time goes. Even though it can be really difficult, it's enjoyable. I feel
we get along really well together and she really cares about what I have to say. I feel like
I can trust her and bring my problems to her; I look forward to that.
Participant 1009 explained similar feelings when attempting to put into words how she
experienced her therapist’s way-of-being. She noted,
With everything in life certain personalities jive better with others and you can just tell…
you just feel more comfortable or open with certain personality types and I think,
especially in therapy, it is important that you find one that you mesh well with and I think
I just found one that I met and I mesh well with him.
Core Tenets
Participants described their perceptions of their therapist’s way-of-being in various terms
and used varying ways to explain the interactions they experienced with their therapist. One of
the underlying themes that presented itself was categorized by the researcher as the first core
tenet which is self-of-the-therapist. Participant 1006 put it nicely by explaining it as,
To be viewed as a human being… nothing more… and he makes me feel like he respects
me just by allowing me to say whatever I have to say and not discounted, not invalidated
and even if it is something that I may be completely wrong about. Just the way he goes
about it is more, like, what I have to say matters. No matter what it is and that I get the
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sense from him that everybody's feelings matter and everybody's perspectives matter
even if it's not like the best perspective or the right perspective in certain circumstances
but the fact that you feel that way and that moment is valid and so even if it is something
that we are going to work on or going to work towards getting away from it is still okay
to feel that way at that time. I feel that is pretty respectful.
Self-of-the-therapist work was also demonstrated by the therapist, as described by the
participants, in the way the therapist looked at the client. Participant 1002 reported, “She has a
warm look in her eyes, like she cares, and she doesn't look bored or look around the room. She
looks at me like an old friend, someone she is interested in, and she is positive about. Someone
she feels warmly towards.” This sentiment matched up with participant 1007’s description, “I
think he's genuinely interested in what I am saying. You know a lot of times people will kind of
look off and kind of be like I have to be here but he actually looks… he actually pays attention.
He's actually engaged. He is animated, he's human instead of a robot listening to what I have to
say.” Later participant 1002 further explained,
I feel cheesy saying this but when I'm waiting for her in the waiting room and she comes
out, we make eye contact and she smiles. Like you would expect from a friend. She
sounds enthusiastic and says ‘Hey how's it going?’, and smiling. It's not just like ‘oh hey
I have to see you again.’ If you had a good working relationship with somebody and you
felt fondly toward somebody and hadn't seen them in a week, and they were genuinely
happy to see you, it's like that.
Participant 1003 stated,
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I feel like she looks at me as an equal. Like if we were outside of the therapist-client
relationship we would hang out. We would talk to each other… be friendly with each
other. I've always felt like an equal with all of my therapists.
Particpant 1006 added,
If he is looking at me more, kind of like he’s actually interested or like he actually cares
about what I'm talking about, whether he actually does or doesn't, that is what allows me
to feel comfortable. So yeah, if he is like asking questions and just seeming kind of stern
and uptight then I would feel it's more like he is just going by the book like it's more of a
protocol and it's not like you're having a real conversation and actually getting to the core
of something and talking about it or having a real human interaction where it's really
natural and it flows.
The way a therapist looks at their client proved to be a major contributing factor as to
whether or not a client engaged fully in therapy. Participant 1008 stated,
I feel like she looks at me with understanding and is non-judgmental because I told her
some really private stuff that I've never told anybody and instead of thinking ‘oh she's
horrible for doing this or she shouldn't of done this’ she understands and tries to get me to
understand in ways that I never would have and I just really like that…I know that I'm in
a safe environment and that having as many sessions as we had in knowing that I can tell
her personal stuff and know that she's not gonna judge me or make me feel belittled I feel
very comfortable telling her anything and try and get her perspective on it and so I come
in every time with a smile on my face like I know she's going to help me today and I
know she's going to reassure me that I'm not a crazy person.
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Some participants explained how the way their therapist looked at them contributed to them
shutting down and not opening up during therapy. Participant 1001 reported, “Sometimes I feel
like it's very intense, like intently. But sometimes it's I don't know, it feels like an intense look
and for me personally, it contributes to the wall.”
Self-of-the-therapist work also contributes to the openness of the therapist while
conducting therapy (Regas et al., 2017). Participants who felt like their therapist engaged with
them in a non-judgmental, empathic manner explained they were more likely to disclose personal
information when compared to being criticized. Participant 1002 explained,
Everything I say she responds to in some sort of way that is really useful to me. In an
empathetic comment. When I share my ideas and thoughts, she always responds in a way
that she's obviously listening and considering what I'm saying. She brings me new ideas
and I think that also shows respect. She thinks about our relationship and takes it
seriously.
Participant 1009 reported,
You are very vulnerable in therapy. It's you and your emotions and I've had a lot of
therapists in my life, I've only had a few good ones and the good ones are the ones that
don't judge you; it is the bad ones that I feel like they're judging you and I don't feel like
I'm being judged by him. I feel like he's trying to help me so I can in turn… I feel more
comfortable saying what I need to say. And then the problems are going to get fixed more
easily whereas if I'm not comfortable because if others judgment then I'm not going to get
what I need out of it.
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The second core tenet of a therapist’s way-of-being, personal congruency, is placed in
conjunction with self-of-the-therapist. Personal congruency was spoken of in two distinct ways
by the participants. The first was that therapists need to be congruent, or genuine, with
themselves. Participants reported the importance of being able to believe what their therapist is
saying is honest and genuine, especially when it comes to providing validation. Participant 1002
stated,
One thing that my therapist does is she validates something bad that happened. She’s
extremely, extremely empathetic. She listens to me. She cares about what I'm saying by
the way she reacts. I told her something and she’ll say ‘Oh that’s awful! I'm sorry you
had to go through that. I can only imagine what that must be like.’ I get the feeling that
she very deeply understands what I’m talking to her about and is listening, and is
invested.
Participant 1003 explained personal congruency as a type of professionalism. She stated,
It's like having a poker face. Like if I say something that is shocking to you, completely
outside of society's norms, your acceptance of that is the professionalism. Like okay this
is who you are and how you feel then move on and let's talk about that. Let's dig deeper
on how that shapes your world. That's the kind of professionalism therapy should have.
Many participants described personal congruency as a way in which the therapist presented
himself/herself. Participant 1004 stated, “Maybe it’s just the way that she carries herself. Or the
way she communicates. She's always been very even with whatever we’re talking about. It's not
like ‘oh my God I can't believe that you did that or said that!’ You know it's, it's comfortable to
talk to her.” Personal congruency, in the way it’s described by the participants here, plays into
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self-of-the-therapist work and subsequently way-of-being, due to the fact that therapists need to
know who they are and what they stand for, and what irritates them, in order to show clients a
strong level of personal congruency (Whiting et al., 2005). Several participants elaborated that
they did not want their therapist to present as fake or intentionally change their personality just to
fit in with the client. Participant 1001 explained,
If she intentionally changed that and it wasn't true to who she was or how she's feeling or
what she's thinking, I feel like I would pick up on it, and I would feel like she's not being
genuine. And if she's not being genuine why would I be genuine? So I would say no
because I feel like that's just her. I think the biggest thing is if the therapist is true to
them… Yes. Because there leading by example. I'm gonna be me, you can be you, and
it's gonna be fine.
The second way personal congruency was described by participants was in matching
therapist’s personality and mannerisms to that of the client’s. Several participants explained how
impactful it was for them to have a therapist who appeared/present similar to themselves.
Participant 1008 reported, “It's like a physical appearance thing where we both have tattoos and
colored hair and piercings and I just knew right off the bat that she can be really chill and that we
were just going to get along that way and I was right we did.” Participant 1008 went on to say,
“We joke around a lot but it's like a serious joking. It's just like we have very playful
conversations as opposed to a serious you know she's lecturing me kind of conversation but she's
always using metaphors and similes to, like, make sure I'm understanding. She uses a lot of
analogies and we keep it light and playful the entire time.”
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Coinciding with physical appearance, the themes of having similar mannerisms and a
perception of being intellectual equals were used when describing personal congruency.
Participant 1002 stated, “I feel like we're intellectually on the same page which also helps. We
have similar vocabularies. I feel like we’re on the same page intellectually and that helps us
facilitate our conversation.” Participant 1007 reported,
I think we connect on some similar levels so it makes it easier talking with him. I
definitely think there are some things that he can bring to the table that like I said we can
connect with. He makes people more comfortable in the session, in opening up… I was a
little hesitant at first when we transitioned but as far as he goes I think we both talk very
similar, we have similar viewpoints, we have similar quirks and similar language that we
use in our thinking and similar sayings that we use so that helps.
The final core tenet of way-of-being is when participants perceived that their therapist
was aligning with the client’s goals. Therapists need to make it clear and overt that they
understand the client’s goals and are willing to put those goals ahead of any goal the therapist
may consider relevant during therapy. This may prove difficult for some therapists who place
themselves in a position of authority while conducting therapy. Many postmodern theories allude
to, and confirm the need for therapists to balance out the hierarchy and create equality in the
therapy room (Hoff & Distelberg, 2017; Ribeiro et al., 2013). The majority of participants
described the importance of feeling some level of equality. Participant 1002 reported,
Obviously she has all this knowledge from all the things she's learned but I still feel that
she's a guiding force and she helps me see things in a more helpful light. It's very
collaborative. We bounce ideas back and forth. I tell her stuff and she makes a lot of
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connections between the things I tell her. Then she asked me if I think those connections
are valid. It's definitely a discussion every time that we meet…We’re not exactly equals
but we are collaborative and working together. Otherwise I think it would've been more
difficult to have just taken what somebody else says rather than allowing you to come up
with it on your own and feel like you participated in it and had a hand in. It makes you
feel more invested.
Several participants described that they did not like feeling as if their therapist was the
ultimate authority figure in the room; the one that set the entire agenda. Participant 1007
explained,
It goes back to the whole authority figure. It's important to be open and it's important to
really listen to who you're working with. With this particular therapist I do like how he
calls me out on things but I think you have to find what's going to work for that client and
he's found what works for me. So I think that works and it helps so it's a good idea to
really help and get to know your clients. Going back to some of my previous therapists
it's the whole authority thing. I'm above you. I really appreciate feeling like I'm on the
same level. It makes you feel like you are not alone.
Participant 1007 explained further, “it’s not one of those things where some people are like ‘oh
you have to follow my train of thought and that's it.’ He definitely lets me guide it a little bit and
he lets me have that control with it but at the same time he brings me back and says let's look at
it this way. I think that helps a lot.”
The researcher asked participants in the interview to describe how important it was for
them to know that their therapist understands the changes they want to make. Every single
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participant explained that it was extremely important. Most of them were cited as saying that if
the therapist did not understand the participants’ goals then therapy would be pointless.
Participant 1001 reported,
I think it's really important. I think it's very very important. At the end of the day
everyone has a must-have of what they want in life and what they want to change.
Whether it's in school or therapy or whatever. A person comes into a therapy session with
a particular goal in mind and you can help a person change everything else about them
and not change that one, this is my personal opinion, the counseling session could be a
complete failure because that one thing wasn't fixed or addressed. So I think it's really
important in that sense.
Participant 1010 explained,
Well we have goals and we are constantly checking in on those goals to see if those are
still accurate. She'll say things like you said you want to work on these things should we
put these down for the goal in the initial check or she'll say how are you feeling about
that, are we moving towards them removing a better direction or are these still places that
you need to improve are you still in a good spot so that shows me this understands.
Aligning with client’s goals in therapy is extremely important for therapists because it allows
them to keep their clients on track even when the conversation seems to deviate away from the
original goal (Ribeiro et al., 2013). Participants in the study explained how it was encouraging
for them to know that their therapist understood the changes they wanted to make well enough to
pull them back on track when they deviated off course. Participant 1006 reported,
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Well he tends to… even with certain sessions that seem to go in a different direction,
which may not seem like they pertain to the overall goal… I find that by the end of
whatever conversation we’re having or whatever it was it did tie in the bigger issues,
whether it was becoming less anxious or not feeling so insecure about something or
whatever it is we end up hitting the core issue or at least touching on it and then I can
think on that later you know. But yeah, he… if I'm getting off track he will bring it back
and say things like ‘okay I understand that, but let's think about how that ties into what
you said here’ and ‘I think we should focus on this here’ and ‘why do you feel this way?’
and will go off on that direction. So he definitely has a good view of the big picture in
session and sometimes we’ll stray off and he will allow that for a reason and sometimes
he'll just know okay this is not productive to what we’re actually trying to work towards
so he'll just steer us back in the right direction.
Participant 1001 stated,
She has brought up a few times, after several sessions, she asked how do you think we’re
doing progress wise? She said, you came in with anger management. I said I think it's
getting better. I could express why and how I think it's getting better and if there were
any hiccups, why or where or what circumstances I find myself having those hiccups. It's
nice that she allows us to have a few sessions where goes kind of haywire and then bring
it back to the point. It's always redirected back. We get so strayed off and then we get
back to the point. That is really key to any conversation. It was really cool that she did
that. I was like, ‘oh yeah that's why I'm here.’
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Therapists who have open communication with their clients and speak often about the
goals for therapy were reported by the participants as more trustworthy, which in turn facilitated
client’s engagement in therapy. Participant 1002 reported,
We talked explicitly, or a lot, about the kind of changes I want to make and what I want
my life to be like and how I want to improve. Especially my mental and emotional life.
At the beginning she let me know she understood that by saying things like ‘I'm excited
for your future when you don't have to feel like this.’ Or when you feel like this. And she
seemed very genuine about that too. Then she said ‘imagine how things are going to be
when you accomplish this.’ She said stuff like that a lot. Encouraging things. And over
time as we've moved further down the road and I've made changes, we talk about that.
And we talk about that a lot. We talk about what the difference is so it's very clear that
she understands what I'm trying to accomplish
Operational Tenets
The three core tenets make up the heart of a therapist’s way-of-being. They are the
elements of a person which are engrained into the very fiber of a therapist’s sense of self. Clients
pick up on the core tenets due to the impact that they have on therapy but they are often difficult
to explain or put into words. The operational tenets are the components of a therapist’s way-ofbeing that are more overt. They are often visible, or spoken, elements of therapy that let the
client know they are having a positive interaction with their therapist. The operational tenets
facilitate an open, safe space for the client which helps foster better engagement in therapy. The
five operational tenets were described in great detail by the participants during the interview
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process and they provided a rich description of the more tangible aspects of a therapist’s way-ofbeing.
The first operational tenet, provide affirmation and validation, was a constant theme
spoken of by every participant in the study. Participants reported significant impacts on their
engagement in therapy as a result of their therapist providing affirmation and validation. Several
participants reported how important it was for them to not be perceived as “broken” and/or
“crazy”. Participant 1002 explained,
When I first started therapy I was in a bad place. I was really scared about a lot of things
and I thought I was crazy. She definitely validated my feelings and it was a hard thing I
was dealing with. It was legitimate that I was feeling this way. I didn’t need to feel bad
about it. She kept saying that sounds really hard to keep having those thoughts. It sounds
really difficult to go through that. That my struggle was legitimate. Another thing she did
that made me feel really safe was she kept saying “it's not going to be like this forever. It
doesn't have to be like this forever. We’re working to figure this out together.” That
definitely, the working to figure this out together, definitely made me feel safe. She kept
saying stuff like “I'm really excited for your future when you don't feel this way.” She
made me feel like there was a light at the end of the tunnel and it wasn't always going to
be like this. That was super helpful at the beginning.
Participant 1008 reported,
Probably just because I know that I'm in a safe environment and that having as many
sessions as we had in knowing that I can tell your personal stuff and I know that she's not
gonna judge me or make me feel belittled. I feel very comfortable telling her anything
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and I try to get her perspective on it and so I come in every time with a smile on my face
like I know she's going to help me today and I know she's going to reassure me that I'm
not a crazy person.
In conjunction with not being “broken” or “crazy” several participants expressed more
willingness to engage in therapy when they perceived that their therapist was taking a nonpathologizing stance. This operational tenet is supported in the moral responsiveness literature as
an integral component of effective therapy (Whiting et al., 2005). Participant 1010 reported,
I feel like she's not diagnosing me which I thought therapy was going to be like you
know. You have this almost doctor's visit. It's not like that. I don't feel like it's that cut
and dry. I think it helps because it makes me think that she's not trying to pinpoint what's
wrong with me you know. It is not like she saying ‘this is what's wrong with you.’ You
have this or whatever it is. It allows me to be more open and stopped me from thinking
‘you're not just trying to judge me or diagnose me’ so it makes it cool.
Participants also explained that therapists who provide affirmation and validation for
one’s experience were more helpful in therapy when compared to therapists who brought their
biases into the therapy room; it helped foster an atmosphere of trust. Participant 1006 reported,
“It's

okay to talk about whatever [because] I trust that he is not going to judge me and that he's

actually going to address what I'm actually talking about.” Along with providing validation,
participants spoke of the need for their therapists to recognize the progress being made by the
client. Affirming that therapy is working and that progress is being made was a constant theme
spoken of by the participants. Participant 1001 stated,
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At first I had a really hard time recognizing progress. For a while she was the one saying
‘Oh my gosh, that's huge. That’s change’. And I would say but it's not. And she would
say ‘it doesn't matter! You're not where you were. You chose to do something different.
That's progress.’ Towards the beginning she's the one that pointed out change, so it taught
me how to recognize change. It taught me progress is not a huge jump it's small steps. So
I should celebrate. So more recently I'm the one who says I have to tell you what
happened this weekend. She’ll just celebrate with me and say ‘oh my gosh that's great.’
And she would flashback to a past scenario I had shared with her, and she would say you
are doing that and now you're doing this. This is good, it's building new habits. There's
times where I express it's hard and she says it's okay you're building a new habit. It can
be hard sometimes and it's okay. It's the process of building new habits. So she celebrated
with me. It was cool.
Participant 1008 reported,
Definitely just the reassurance of saying that she is proud of me. One of the things I
struggle with is acknowledging the progress that I'm making and so I will come in and I'll
tell her that this happened and she’d be like ‘Are you aware of what you did? You’re
progressing! You're doing great.” And I'm like what? And so yeah… She looked at me
and said are you aware of what you just did? You tackle three conflicts in one week!
When you came in here your first week you said you could not do that at all and she just,
how can I explain it? The atmosphere just got so happy and celebratory and she
mentioned that she was proud of me and that's how she knew I was progressing and that I
was progressing a lot faster than she thought I would and that's when she was like all
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right we need to keep tackling stuff you might not feel like you're ready but I believe in
you you're ready and we need to start working on the stuff that you've written down and
start focusing on that.
Mutual understanding was the second operational tenet pulled from the data. Mutual
understanding ties closely with the core tenet of aligning with client’s goals, but differs in the
sense that it is an outward manifestation, or overtly perceivable action, recognized by the
participants. Many participants conceptualized mutual understanding as their therapist’s attempt
to work collaboratively with them during session, when therapists provided prompt feedback,
and demonstrated effective listening skills. These particular elements of way-of-being were cited
by the participants as being effective mechanisms that had positive impacts on engagement in
therapy. Participant 1003 explained the importance of collaboration by stating,
I think you can't do the leading without the collaborating. I have to be on the same page
with her. She can see something that I can't necessarily see and that's when she takes on
the role of asking the question that's going to lead me over here. Then were on the same
path and leading you to the growth that you want. Even when she's in the leading role it’s
still collaborative. Even when she takes the lead she's not really leading she's asking
questions and keeping us on the same path. This is where I want to be for growth, this is
what I want to focus on, and those questions keep us to get there. She asked me these
things and it gets me back to that path which is where we want to be.
Participant 1007 shared a similar feeling about the importance of being on the same page as the
therapist and working collaboratively in lieu of the therapist taking a more authoritative, one up
position in therapy by expressing the sentiment, “It goes back to the whole authority figure… it's
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important to be open. It's important to really listen to who you're working with.” According to
participants, clients who experience a more collaborative way-of-being from their therapist
engage more in therapy due to the mutual understanding between client and therapist.
Participants also described the importance of needing to feel heard and understood.
Participants associated being heard and understood as they described how their therapists would
make connections between various events or past experiences and the current presenting issues.
Participant 1002 reported,
She makes connections between things which definitely makes me feel heard. I'll tell her
something and she'll say “that's like the time that happened.” And I'm like yes it's exactly
like that. Or shall say, “Was that like this other thing that happened?” And I'll say yes it is
exactly like that. It makes me feel like she hears me when she's making connections
between things I say. That helps me understand them better, and it makes me feel like she
really understands what I'm saying. She remembers everything that I'm saying and
understands the things I'm saying deep enough to be able to say those are parallel
experiences in an emotional way.
Being able to remember and make connections was a strongly associated by participants as an
element of way-of-being which helped produce client engagement. Participant 1010 expressed,
Like taking the time to remember what we talked about last session, you know, and
remembering things like, “Oh hey this could speak to what we talked about a few
sessions ago” and making those connections and noticing like, “Oh you said this last time
and you said it again” so noticing the certain things. You know, it’s not like every time I
come in I'm starting from scratch so that's nice.
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Participants reported that a perceived demonstration of mutual understanding, on the
therapist’s part, during the therapeutic process produced more engaged clients when compared to
therapists whose way-of-being was more one-sided and authoritative. Therapists were able to
exhibit mutual understanding by working collaboratively, listening to clients, and then making
connections between past and present narratives revealed by the client.
The third operational tenet gleaned from the data was that of providing structure.
Participants reported feeling better engaged in therapy and better connected with their therapist
when they experienced a perception of structure in therapy. Several participants stated that the
key to having a positive in the moment experience with one’s therapist is finding the structure in
therapy which can produce growth and confidence in the process of therapy. Participant 1006
reported,
I think that's really the key, really finding the best way to interact with each other because
at first I felt like he was just letting me vent and that was like his strategy and I felt like
nothing really was getting done you know. I was talking my girlfriend about it and
eventually, you know, I was like I feel like I need to be challenged more and then I
started directing the conversation more and he picked up on that and so eventually we
found the middle ground where we work best with each other and I feel like that process
just has to happen naturally. You can't really force it. Everybody is different so it really
just depends on the circumstance.
Therapists can also display a structured way-of-being by providing clients with appropriately
timed homework assignments. Participants whose therapists provided homework reported a
perceived increase of trust and a desire to engage in therapy. Participant 1008 stated,
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I don't know if anybody else does this but specifically she gives me homework
assignments if she sees the opportunity present and like I always read it like I don't want
to do this and that's exactly why I'm here because I avoid conflict but I know that doing
the homework that she gives me and she gives me a deadline because she wants me to
have it done by the next week or the next time we see each other it gives me a deadline of
okay I need to do this now I have to stop procrastinating I need to get rid of my fear of
confrontation or the conversation and just go and tackle it.
Participant 1004 expressed similar feelings in regards to homework by stating, “Well I think the
things I've said as far as you know doing the homework and writing down the things that happen
as they happen and then discussing them. I mean that's just a showing that she respects me in the
situation and wants to be helpful. I don't feel like I'm wasting my time and I’ve felt that way with
therapists before.” Participants were quoted as finding value in homework and experiencing an
increase in trust and helpfulness when they perceived structure in therapy.
In tangent with providing structure in therapy, participants expressed an increase in
therapy involvement when they experienced the fourth operational tenet, clear but flexible goals.
Participants perceived an increase in trust when their therapists would allow them space to vent,
or time to veer off subject, but expressed trust that their therapist would bring the discussion
back to the original goal or connect the seemingly off-topic rant back to the presenting problem.
Therapists whose way-of-being allows them to relinquish power and control over the session for
a few moments, but still allows them to see the bigger picture, were perceived by participants as
more effective in therapy. Participant 1006 reported,
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Well he tends to… even with certain sessions that seem to go in a different directions,
that may not seem like they pertain to the overall goal… I find that by the end of
whatever conversation were having or whatever it was did tie in the bigger issues,
weather it was becoming less anxious or not feeling so insecure about something or
whatever it is we end up hitting the core issue or at least touching on it and then I can
think on that later you know. But yeah he, if I'm getting off track, he will bring it back
and say things like, “Okay I understand that but let's think about how that ties into what
you said here” and “I think we should focus on this here,” and “why do you feel this
way?” and we’ll go off in that direction. So he definitely has a good view of the big
picture in session and sometimes will stray off and he will allow that for a reason and
sometimes he'll just know okay this is not productive to what we’re actually trying to
work towards so he'll just steer us back in the right direction.
The final operational tenet, accomplish goals, may seem obvious but it was an element of
a therapist’s way-of-being that was perceived by participants as needed for productive therapy.
Participants need to know that there is progress in therapy and the best way for a therapist to
demonstrate progress is to have an attitude of accomplishing goals. Therapists who focus on
progress and goal achievement were evaluated by participants as more trustworthy. When
participants were able to witness progress they expressed more willingness to engage more fully
in therapy. Participant 1002 expressed, “I feel like I've grown in the time I've been coming to
therapy which makes me trust her even more. I feel like it's working.” Participant 1009 had
similar feelings when reporting, “I feel better when I'm leaving so I know that… again that's

56

validating that I'm being heard and you know, I can trust him to open up and I find some sort of
comfort in my resolutions.”
A theme that emerged from the participants during the interviews was that of testing the
therapist on smaller issues prior to moving on to more substantial topics. Therapists who
demonstrated a character of accomplishing goals created deeper trust and insight for the clients.
Participant 1010 expressed it as,
When you first start talking with someone you don't want to tell them everything or you
say I am going wait to talk about that. You know, even how you sound in the raw
unpolished thoughts I feel like that's how I’ve change because at first I didn't come in
thinking like I was to going to change but I came in and things changed. I started coming
here and I'm actually understanding it more which allows me to unpack more and ask
‘let's see what you do with this’ and if it works I'll say okay I'll give you something else.
Participant 1006 shared a similar experience when talking about the testing the therapist’s ability
to accomplish goals by stating,
I’ve built a lot more trust in my relationship because of a lot of the work that I've done
with my therapist and you know, even now I feel like I'm making even more
breakthroughs because we’ve built up a relationship based on those previous milestones
and I feel more trust for him; more like I can actually get to more of the core issues and
feel okay talking about them.
Clients want, and need, to see their goals being accomplished in order for them feel as if
therapy is productive. Therapists who can develop a way-of-being based on an ability to
accomplish goals exhibit to clients that they are not wasting their time or money presenting to
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therapy. This in turn allows the client to become more vulnerable and engage more fully in
therapy because they trust that their therapist will be able to help them progress towards
accomplishing the more difficult issues buried within the client.
Summary
Participants in the study were asked to provide rich, detailed descriptions of how their
perception of their therapist’s way-of-being impacted their engagement in therapy. Based on the
results of the interviews, three major themes, or core tenets, were discovered and five subthemes, or operational tenets, were discussed. The themes discussed in the results section
demonstrate how clients perceive their therapist’s way-of-being and how that perception impacts
their engagement in therapy. When clients have a perceived “positive” experience with the
therapist’s way-of-being, trust increases and clients appear more willing to fully engage in the
therapeutic process.
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CHAPTER V: DISCUSSION
The purpose of this study was to explore (1) how a client’s perception of the therapist’s
way-of-being impacts the client’s engagement in the therapeutic process, (2) Identify any
additional variables portrayed by therapist of which clients find beneficial, and (3) identify any
unique interpersonal variables low SES individuals highlight as important. The last research
question was subsequently removed from the study due to fact that none of the participants fit the
criteria outlined by the researcher to qualify as low SES.
The findings of the current study support the conclusions made by Fife and colleagues
(2014) when they defined way-of-being as the in-the-moment interaction therapists have with
their clients. By focusing the study on the client’s perception, versus the therapist’s perception of
how he/she impacts therapy, I was able to gain deep, rich insight into how clients view their
therapists and what influences their behavior and participation in therapy. Not surprising was the
fact that those who volunteered to participate had positive comments about their therapist’s wayof-being. A frequently heard statement during the interview process was one similar to “It is hard
to explain, but it is just how my therapist presents himself/herself that makes it easier to engage.”
Several common themes emerged during the coding process which helped the researcher answer
the research questions. These themes were broken down into smaller subcategories, which the
researcher identified as core tenets of a therapist’s way-of-being and subsequent operational
tenets. The core tenets make up the heart, or center, of the therapist’s way-of-being with the
operational tenets being identified as offshoots, or appendages, of the core tenets.
Core Tenets of Therapist’s Way-of-Being
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The core tenets, which are those elements of a therapist’s way-of-being central to
facilitating a productive, engaging session with the client, were identified by the researcher as (1)
self-of-the-therapist, (2) personality congruency, and (3) align with the client’s goals. Self-ofthe-therapist work has been identified within the psychotherapy literature as one of the most
important tools needed to produce effective therapy outcomes (Regas et al., 2017). Norcross
(2002; 2011) posited that the interpersonal and intrapersonal characteristics of the therapist are
intrinsically connected to therapeutic outcome.
In accordance to the literature that has been written on the topic of self-of-the-therapist
and the impact it plays on producing positive therapy outcomes (Paris, Linville, & Rosen, 2006;
Regas, Kostick, Bakaly, & Doonan, 2017), clients were able to perceive, and describe the self-ofthe-therapist. Fife and colleagues (2014) explained how self-of-the-therapist work should be
done in order for the therapist to engage with their clients from an I/Thou point of view which
facilitates the human interaction. Since therapists themselves are the tools used during the
therapeutic exchange, developing a strong sense of self is vital to effectively working with
clients (Regas et al., 2017). As noted by several participates during the study, effective therapists
knew who they were and did not appear timid or uncertain during their interactions with the
clients. Therapists need to develop a strong sense of self and know how to present that self
during the time spent in session.
In conjunction with developing a strong sense of self, therapists who demonstrated
personal congruency with their clients impacted the therapeutic process more positively, with
clients reporting engaging in therapy more fully. This particular core tenet is supported in the
both the psychotherapy literature (see Taber, Leibert, & Agaskar, 2011; Zilcha-Mano, Snyder, &
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Silberschatz, 2017) and in the MFT common factors literature (see Blow, Sprenkle, & Davis,
2007; Fife et al, 2014) as being an element of therapy that impacts therapeutic outcomes because
it ties directly into the development of the therapeutic alliance. Several participants in the study
expressed that it was easy to develop a trusting relationship with their therapist because their
therapist’s personality was similar to their own. One participant in particular reported how she
felt almost immediately comfortable with her therapist due to the fact that her therapists dressed
in a similarly relaxed manner and did not try to hide the tattoos/piercings on their body. For this
participant, visual congruency proved to be one of the key components to trusting her therapist
and that allowed her to feel vulnerable and engage in therapy. Other participants were not as
direct in stating their desire for personal congruency but it was a common theme that emerged in
the data.
The third core tenet, aligning with the client’s goals for therapy, is directly linked to the
idea of personal congruency. When asked how important it was for their therapist to understand
the change that was desired, all of the participants expressed that it was extremely important.
Aligning with clients’ goals is a construct cited frequently in the psychotherapy literature and is
an element of therapy that directly impacts the therapeutic process (Mackrill, 2010; 2011).
Whiting and colleagues (2005) explained that therapists may pursue their own agenda due to
insecurity, theoretical bias, or discomfort with an emotional topic. They went on to explain how
important it is for therapists to achieve congruency with their clients, especially when it comes to
goals and the agenda of therapy.
A common statement made by the participants was that if their therapist did not
understand what changes the client wanted to make, therapy would be pointless. These
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statements made by participants are consistent with the first element of Bordin’s (1979; 1994)
pan-theoretical conceptualization of the working alliance which is goal consensus between client
and therapist. By aligning with, and focusing in on, the client’s goals, therapists encourage the
client to be an active participant of therapy (Mackrill, 2010).
Not aligning with the client’s goals can prove to negatively impact the therapeutic
process (Mackrill, 2011). One participant explained how several past therapists attempted to
force her down their own paths by not letting the client discuss what they felt was most
important to discuss. Most of the participants expressed that when their therapist align
themselves with their client’s goals, then the client was more willing to engage in therapy and
feel as if progress was being made.
Operational Tenets of Therapist’s Way-of-Being
The operational tenets of a therapist’s way-of-being are broken down into six
subcategories which demonstrate the operational components, or what a therapist does during the
session, which impact client’s engagement in the therapeutic process. The six tenets are: (1)
mutual understanding, (2) provide affirmation, (3) provide structure for therapy, (4) have a clear
direction, and (5) accomplish goals. Where the core tenets can be compared to the foundational
support for way-of-being, these five elements can easily be described as the visible, outward
manifestations of a therapist’s way-of-being. It is how the therapist engages with the client that
impacts a client’s perception.
According to the study, therapists who can demonstrate mutual understanding with their
clients are more apt to produce positive outcomes. Mutual understanding can be conveyed in
multiple ways but it was most frequently cited in the study was effectively listening and
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providing prompt feedback to client’s dialogue. Almost all of the participants mentioned that
they were able to trust their therapist because they perceived the therapist was paying attention to
them and provided the necessary verbal and non-verbal cues. Participants enjoyed knowing that
what they said mattered to their therapist and when inquired as to how they knew, participants
would explain that the therapist would summarize what was said and provide feedback, whether
that was asking a probing question or tying that particular story to an event that happened in the
past. When clients felt they were on the same page, in terms of mutual understand of the
problem, then they reported being more likely to engage in therapy.
A constant theme that was discussed in every interview was the idea of providing
affirmation to the client. Participants reported knowing that their therapist cared for them, and
the progress they made, because of the affirming words spoken by the therapist. It appeared that
being able to notice, and then voicing when clients are doing well, or when they have progressed
towards their goals, is an element of therapy that increases the bond between client and therapist.
Another way therapists demonstrated affirmation was to validate clients’ feelings. Participants
described an increase in trust between themselves and the therapist when the therapist would
allow the client space to feel whatever emotions were being felt at that moment. Normalizing the
situation and then asking probing questions (such as how that impacted the client’s relationship,
view of self, or progress towards goals) provided needed affirmation for the client which
facilitate more engagement in therapy.
Participants in the study described responding well in therapy when there was structure in
the session and a clear direction. Though no participant directly stated those words exactly, those
two themes emerged from the date. These two operational tenets go hand-in-hand with each
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other and I debated as to whether or not to keep them separate or to just combine them into one
encompassing theme. After much consideration, it became clear that these two components of a
therapist’s way-of-being are two distinct ways of behaving in therapy. A therapist can provide
structure for therapy, but the direction is not clear. Usually clarity is born out of structure, but
structure does not necessarily produce a clear direction for therapy. As such the two stayed
separate. Therapists who are able to provide structure for the session, which was explained in the
data as being able to resolve an issue before moving on to another topic, increased the trusting
environment needed to produce change. The participants also explained how having a clear
direction in therapy increased the odds of them returning the next week because they felt as if
their therapist cared enough for them to help them progress.
Though it may appear obvious, the final operational tenet which was defined by the data
as an important component of a therapist’s way-of-being is working towards and accomplishing
goals. Several participants in the study reported having gone to multiple therapists in the past and
of those participants who had seen multiple therapists, the majority of them stated they thought
the therapist was nice no progress was made. In order for clients to fully engage in therapy,
therapists need to work towards accomplishing goals (Mackrill, 2011). Regular check-ins were
cited by the participants as an important component of trust. Having goal focused and goal
accomplishing way-of-being produces trust within the working alliance (Cooper & Mcleod,
2007).
Participants in the study tested their therapist’s ability by presenting a smaller issue at the
beginning of therapy, or not fully opening up in regard to the presenting problem, in order to see
if the therapist could handle the perceived smaller issue before moving on to the more difficult
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issue. If the client feels the therapist is not capable of accomplishing the goals, then they will not
fully engage in therapy. One participant explained how she was able to more fully trust her
therapist because the two of them were able to resolve a smaller issue which let the client know
she could trust her therapist to help her work towards solving larger issues.
Clinical and Training Implications for Family Therapy
Clinical Implications
Based on the findings of this study, MFT’s may be interacting with their clients in a
manner that is damming to clients’ engagement in therapy. Therapists who frequently take a oneup/expert position during the therapeutic process, especially in the beginning, may be inhibiting
client’s willingness to engage. Therapists can turn to postmodern philosophies and therapies as
they attempt to collaboratively engage with clients (Jacobs, Kissil, Scott, & Davey, 2010).
Constructivist therapists often take a less directive, more reflective and intensely personal
approach to therapy (Jacobs et al., 2010). Several postmodern theories, such as Narrative
Therapy (White & Epston, 1990), and Solution-Focused Therapy (Lipchik, 2002), placate to the
collaborative, non-authoritative approach which participants in the study expressed as helpful
when deciding whether or not to engage in therapy. For those therapists who approach therapy
from an eclectic perspective, not pushing one’s own agenda and frequently checking in with the
client (Whiting et al., 2005) may prove to be beneficial. It is important for MFT’s to pay
attention to how their in-the-moment, or way-of-being, interactions and techniques influence and
impact their clients (Fife et al., 2014).
Training
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From this study we can begin to build a guide for helping therapists and training
programs better understand what clients need in order to more fully engage in the therapeutic
process. A therapist’s way-of-being is more complex than simply implementing a series of
techniques or models for it is the ultimate tool that transcends all models or techniques (Fife et
al., 2014); it is the first and most important common factor of change in psychotherapy (Fierman,
1997). As such, a better understanding and proper development of a therapist’s way-of-being can
help universities and clinics better train effective therapists. Universities and clinics, which place
heavy emphasis on teaching and utilizing models and techniques, could benefit from spending
more time developing a therapist’s sense of self (Fife et al., 2014), which will then facilitate
therapeutic process. In tangent with teaching models and theories, MFT training programs can
help student therapists develop an effective way-of-being by increasing the emphasis on proper
utilization of way-of-being within the therapy encounter. Not a single participant in the study
quoted a specific interventions or techniques, but all spoke of the therapist’s character and
personality, and cited that as the key factor to developing a strong alliance. This study coincides
with the conclusions made by Fife and colleagues (2014) meta-model which placed way-ofbeing as the foundation of therapy.
Training institutions can encourage therapists to engage in deep self-of-the-therapist
introspection in order to better help clinicians understand themselves, or their way-of-being. The
literature suggests that as clinicians become more aware of their sense of self, more effective
outcomes are produced (Regas et al., 2017). As Fife and colleagues (2014) outline in their
article, training programs and educators can benefit from teaching models all the while
integrating the core, fundamental principles of MFT which focus on self of the therapist work
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and training towards an effective way of being. Therapists need to understand who they are and
what they stand for before they can effectively integrate models and techniques into practice.
Most MFT training programs require students to take one or two classes focused on
models and techniques. It is posited that during this time, educators can incorporate way-ofbeing into the curriculum. Educators can assign students to read texts such as Buber’s (1958) I
and Thou, or The Anatomy of Peace (Arbinger, 2006), both of which focus on way of being and
its impacts on interpersonal relationships. Several scholarly articles, such as Arbinger (1998),
Boyce (1995), Davis (2005), Fishbane (1998), Fowers (2001), Warner (1999), Warner and Olsen
(1981), and Whiting et al. (2005), can be assigned which demonstrate the importance of way of
being in a clinical setting (Fife et al., 2014). Educators and supervisors can then facilitate a
dialogue in which to therapists are given an opportunity to reflect on their way-of-being and how
it is impacting client engagement in the process. Placing heavy emphasis on the core tenets of the
pattern, self-of-the-therapist, personal congruency, and align with client’s goals, clinicians can
then begin to understand how their “in the moment” interactions with clients impacts the client’s
engagement in therapy.
Limitations and Future Research
The first limitation of this study was with the sample as it was relatively homogenous.
Nine out of the ten participants were female which puts into question whether or not certain
themes would have emerged with a larger male sample. In addition to most being female, the
majority identified as either white or Caucasian and heterosexual. Since the sample pool was
taken from a university clinic the age ranged from 21-48, with the majority of participants being
between 29-31 years of age. The sample being taken from a university clinic presents another
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limitation due to the fact that all of therapists conducting therapy are masters-level MFT students
who generally have not mastered any technique or model. As such, some may argue that the
homogeneity of the sample does not make it generalizable to the public. This is disputed by Ryan
and Bernard (2000) who argue that qualitative studies focus on in-depth results from a small
sample of participants which then allows future researchers to design studies with broader
samples and implications.
Another limitation of the study is all of the participants reported having a good
relationship with their therapists. Due to the limitation of self-reporting, it is hard to say if all of
the participants in reality did have positive views of their therapist or did they not feel
comfortable speaking of the negative elements of their therapist’s way-of-being. Future research
could benefit from a more diverse sample. It would also prove beneficial for future research to
triangulate the data by comparing how client’s perception of therapist’s way-of-being compares
to that of the therapist’s perception of their own way-of-being. By doing this, researchers could
determine if client-therapist congruency exists in terms of way-of-being and its impact on the
therapeutic process.
The role of the researcher is another element which has important implications and as
such needs to be acknowledged. If the researcher is personally collecting the data, which was
done for this study, this can influence the responses given by participants and effect the direction
of the interview. Though the researcher strives to maintain neutrality during the process, certain
biases and beliefs are held which can influence the feelings of the participants and impact the
direction of the data collection process. We believe the study was conducted with careful
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attention given to neutrality, but it is important to acknowledge the role of the research as having
some influence on the study and its findings.
Conclusion
It was the aim of this study to better understand how a client’s perception of their
therapist’s way-of-being impacts the client’s engagement in therapy. The findings provided a
rich detailed description of how clients perceive their therapists and how that translates into
whether or not the client fully engages in the therapeutic process. The results were congruent
with research on the therapeutic alliance, which emphasizes the importance of creating a strong
bond between client and therapist. By using the data collected in this study, a pattern of way-ofbeing emerged which can be used to help clinicians, universities, and clinics better understand
the core tenets of a therapist’s sense of self and also provide operational tenets for
implementation of the core tenets. This way-of-being pattern provides an operational modality in
which to conceptualize a therapist’s way-of-being and provides insightful answers to the research
questions of the study. The resulting pattern also adds to the common factors literature due to the
universal applicability of the pattern which can be superimposed on any model or technique; it is
a framework that transcends the various theories, models, and techniques.
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APPENDIX A: INTERVIEW PROTOCOL
Interview Questions:
1. As much as you would be willing to share, what brought you into therapy?
2. How would describe the relationship you have with your therapist?
3. How does your therapist look at you? (ex. With compassion, empathy, disbelief…)
4. When you are with your therapist, how do you feel? (ex. Heard, understood, recognized)
a. What does your therapist do that lets you know that?
5. How does your therapist feel about you?
a. What does he/she do that lets you know this?
6. How does your therapist treat you?
7. How does your therapist communicate respect?
8. Describe a time you were feeling heard by your therapist.
a. How was he/she acting towards you that let you know that?
9. Do you feel that you have a trusting relationship with your therapist? If yes, what does
your therapist do to facilitate that relationship? If no, what could the therapist do
differently to facilitate a more trusting relationship?
10. How important is it that your therapist understands the changes you want to make?
a. What has he/she done to give you confidence that s/he understands the change
you wish to make?
11. Describe a time in therapy when you felt you were making good progress. How was your
therapist interacting with you at this time?
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APENDIX B: DEMOGRAPHIC SURVEY
How old did you turn on your last birthday? ____________

Sex:
Male
Female
Prefer Not to Answer

Gender:
Male
Female
Transgender
Genderqueer
Prefer Not to Answer

Sexual Orientation:
Heterosexual (Straight)
Homosexual (Gay)
Bisexual
Other__________________
Prefer Not to Answer

Are you of Hispanic, Latino, or Spanish origin?
No, not of Hispanic, Latino, or Spanish origin
Yes, Mexican, Mexican American, Chicano
Yes, Puerto Rican
Yes, Cuban
Yes, another Hispanic, Latino, or Spanish origin, Print origin: ______________

What is your race?
White
Black or African American
Hispanic, Latino, or Spanish origin
Asian
Asian Indian
Native Hawaiian
Pacific Islander
Multiracial, please provide origins: _______________________________
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Other_______________________________________________________
Prefer Not to Answer

Do you have Children?
Yes
No
Prefer Not to Answer

What is your highest level of education completed?
Grade School
High School Diploma or GED
Associates Degree
Technical Training Degree
Bachelor’s Degree
Advanced Degree
What is your household’s Annual Income?
Below $10,000
$10,000-$20,000
$21,000-$30,000
$31,000-$40,000
$41,000-$50,000
Above $50,000
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